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Volume 50, Number 6 Fernandez et al 1299artery rupture testifies to the fact that there is no substitute
for prevention. The access vessels of all patients undergoing
EVAR should be examined for compatibility with the an-
ticipated device. This is especially true for women being
considered for TEVAR.
AUTHOR CONTRIBUTIONS
Conception and design: JF, HG
Analysis and interpretation: JF, HG, JC
Data collection: JC, SB
Writing the article: JF, JC
Critical revision of the article: JF, HG
Final approval of the article: JF, HG
Statistical analysis: AB
Obtained funding: Not applicable
Overall responsibility: JF
REFERENCES
1. Rockman C. Reducing complications by better case selection: anatomic
considerations. Semin Vasc Surg 2004;7:298-306.
2. Tillich M, Bell RE, Paik DS, Fleischmann D, Sofilos MC, Logan LJ, et
al. Iliac arterial injuries after endovascular repair of abdominal aortic
aneurysms: correlation with iliac curvature and diameter. Radiology
2001;219:129-36.
3. May J, White G, Yu W, Waugh R, McGahan T, Stephen M, et al.
Endoluminal grafting of abdominal aortic aneurysms: causes of failure
and their prevention. J Endovasc Ther 1994;1:44-52.
4. Henretta JP, Karch LA, Hodgson KJ, Mattos MA, Ramsey DE, McLaf-
ferty R, et al. Special iliac artery considerations during aneurysm en-
dografting. Am J Surg 1999;178:212-8.
5. Johnston KW, Rae M, Hogg-Johnston SA. Five-year results of a pro-
spective study of percutaneous transluminal angioplasty. Ann Surg
1987;206:403-13.
6. Becker GJ, Palmaz JC, Rees CR, Ehrman KO, Lalka SG, Dalsing MC,
et al. Angioplasty-induced dissections in human iliac arteries: manage-
ment with Palmaz balloon-expandable intraluminal stents. Radiology
1990;176:31-38.
7. Rullo S, Ticconi C, Ascoli M, Grande M. Common iliac artery injury
during abdominal entry phase of gynecologic laparoscopy: a case report.
J Reproduct Med 2007;52:1052-4.
8. Todd BD, Bintcliffe IW. Injury to the external iliac artery during hip
arthroplasty for old central dislocation. J Arthroplasty 1990;5:S53-5.
neck, or do you use a smaller noncompliant balloon that approxi-9. Dosoglu M, Is M, Pehlivan M, Yildiz K. Nightmare of lumbar disc
surgery: iliac artery injury. Clin Neurol Neurosurg 2006;108:174-77.
10. Lazzeri M, Benaim G, Turini D, Beneforti P, Turini F. Iatrogenic
external iliac artery disruption during open pelvic lymph node dissec-
tion: successful repair with hypogastric artery transposition. Scand
J Urol Nephrol 1997;31:205-7.
11. FormichiM, RaybaudG, BenichouH, Ciosi G. Rupture of external iliac
artery during balloon angioplasty: endovascular treatment using a cov-
ered stent. J Endovasc Surg 1998;5:37-41.
12. Chatziioannou A, Mourikis D, Katsimilis J, Skiadas V, Koutoulidis V,
Katsenis K, et al. Acute iliac artery rupture: endovascular treatment.
Cardiovasc Intervent Radiol 2007;30:281-5.
13. Allaire E, Melliere D, Pousier B, Kobeiter H, Desgranges P, Becquemin
JP. Iliac artery rupture during balloon dilatation: what treatment? Ann
Vasc Surg 2003;17:306-14.
14. Branchereau A, Jacobs M. Vascular emergencies. Cambridge: Blackwell
Publishing; 2003. p. 75-8.
15. Feezor RJ, Huber TS, Martin TD, Beaver TM, Hess PJ, Klodell CT, et
al. Perioperative differences between endovascular repair of thoracic and
abdominal aortic diseases. J Vasc Surg 2003;45:86-9.
16. Buth J, Laheij R. Early complications and endoleaks after endovascular
abdominal aortic aneurysm repair: report of a multicenter study. J Vasc
Surg 2000;31:134-46.
17. Gabrielli L, Baudo A, Molinari A, Domanin M. Early complications in
endovascular treatment of abdominal aortic aneurysm. Acta Chir Belg
2004;104:519-26.
18. Peterson B, Matsumura J. Internal endoconduit: an innovative tech-
nique to address unfavorable iliac artery anatomy encountered during
thoracic endovascular aortic repair. J Vasc Surg 2008,47:441-5.
19. Scheinert D, Ludwig J, Steinkamp H, Schröder M, Balzer JO, Biamino
G. Treatment of catheter-induced iliac artery injuries with self-expanding
endografts. J Endovasc Ther 2000;7:213-20.
20. Chuter T, Risberg B, Hopkinson B, Wendt G, Scott RA, Walker PJ, et
al. Clinical experience with a bifurcated endovascular graft for abdom-
inal aortic aneurysm repair. J Vasc Surg 1996;24:655-66.
21. May J, White GH, Yu W, Waugh R, Stephen M, Sieunarine K, et al.
Conversion from endoluminal to open repair of abdominal aortic
aneurysms: a hazardous procedure. Eur J Vasc Endovasc Surg 1997;14:
4-11.
22. Jacobowitz G, Lee A, Riles TS. Immediate and late explantation of
endovascular aortic grafts: the endovascular technologies experience. J
Vasc Surg 1999;29:309-16.Submitted Feb 15, 2009; accepted Jun 8, 2009.DISCUSSION
Dr W. Todd Bohannon (Temple, Tex). I would like to thank
the Southern Association for Vascular Surgery for the opportunity
to discuss this paper regarding the endovascular management of
iliac artery rupture during endovascular aneurysm repair. Also, I
congratulate Dr Fernandez on a fine presentation and thank the
authors for providing me with the manuscript in a timely fashion.
Iliac rupture can be a devastating complication of the endo-
vascular management of aortic aneurysms. Dr Fernandez and
colleagues have reported their experience with endovascular aneu-
rysm repair and iliac artery rupture over a 9-year period. They have
provided a good description of the challenging iliac anatomy that is
encountered when treating aortic aneurysms and the intraopera-
tive management when a rupture is encountered. Appropriately,
they have pointed out the importance of a close preoperative
assessment of the iliac anatomy before the endograft procedure to
limit the associated morbidity of a ruptured iliac vessel.
I have several questions for the authors. First, do you routinely
balloon dilate the iliac limbs, and what type of balloon do you use?
Do you use the same compliant balloon used to treat the aorticmates the size of the iliac arteries. How do you decide when to use
intravascular ultrasound (IVUS)? In our institution, we utilize IVUS
in treatment of both occlusive and aneurysmal disease of the
aorta and iliac vessels. It is anothermodality to evaluate the diameters
and atherosclerotic plaque of the iliac arteries. Also, after endograft
deployment, IVUS can assess the lumen of the graft and the need
for postdeployment angioplasty. I note that you were placing iliac
conduits, primarily for thoracic endograft procedures, during the
time of this review. How has this review changed your practice?
Have you lowered your threshold for placing iliac conduits or have
you altered your endograft choices?
Dr Joss D. Fernandez. Thank you for your comments. The
first question is about balloon dilatation. All but one of these
ruptures occurred due to the sheath, not to the post-deployment
balloon dilatation. We use the same type of balloon, a Cook Coda
or Medtronic Reliant, to post-dilate the iliacs and the aortic neck
routinely. Whether or not that is necessary, we don’t know. We
make sure the balloon is well within the iliac limb when we dilate,
and we have had only one rupture from that standpoint. It has
really been the sheath itself, placing it, having successful endograft
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When there is stenosis of the iliac limbs, we will use a noncompliant
balloon or a secondary stent. We have a low threshold for using
noncompliant balloons within the endograft itself, and for stenting
distal to the endograft limbs when there is injury such as a dissec-
tion.
We do use IVUS on all our endograft cases. Our group has
previously published both in thoracic and abdominal aneurysms
the accuracy of IVUS. We feel that IVUS provides important
measurements that may not be obtained with CT alone, and doesoften shows 1 to 2mm smaller size than the CTmeasurements. We
are very strong advocates of IVUS. We use IVUS, of course, for
endografting of dissections and that type of thing, and if there is
any questionable anatomy.
Will this review change our practice? Certainly. We feel that
diameter alone does not mean that you have adequate access. If
you have a calcified or tortuous vessel, even though the diameter is
adequate, there is a risk of rupture so we have a lower threshold for
iliac conduits during EVAR repair. That does change our mindset.
We don’t just look at diameter anymore. There is more to it thanoccasionally change our graft selection. In our view, the IVUS that, especially in females.
